an increasingly important part of the public health agenda in both high-income countries (HICs) and low-and middle-income countries (LMICs) as part of wider health promotion and development agendas (Miranda & Patel, 2005 ; U.S. Department of Health and Human Services, U.S. Department of Education, & U.S. Department of Justice, 2000) .
The family is uniquely placed to both buffer negative impacts of community stressors on youth emotional and physical health and to provide a supportive context to facilitate the treatment of youth mental health disorders. Initial evidence supports the efficacy of family-based programs for strengthening family level mediators and improving youth mental health outcomes (Barry et al., 2013; Knerr, Gardner, & Cluver, 2013; Mejia, Calam, & Sanders, 2012) . This is particularly relevant in LMICs, where youth are exposed to greater community-level risk factors for poor mental health, including economic and social disadvantage and community conflict (Kieling et al., 2011; Patel, Flisher, Hetrick, & McGorry, 2007) .
Widespread dissemination of youth mental health programs has been hampered by public health challenges in LMICs, including weak health systems, lack of human and financial resources, and concentration of services in urban centers (Ngui, Khasakhala, Ndetei, & Roberts, 2010; Patel, Minas, Cohen, & Prince, 2013) . These challenges lead to questions as to what treatments are most effective and feasible, who is best suited to provide mental health care, and where treatment should be provided.
One challenge facing widespread dissemination is concern over the cultural acceptability of evidence-based treatments in different populations. The process of cultural adaptation-the modification of interventions to ensure compatibility with cultural patterns, meanings, and values-is supported by the ecological validity perspective. This perspective suggests interventions that lack relevance to the needs and preferences of a subcultural group will be less acceptable (Bernal, Bonilla, & Bellido, 1995; Bernal, Jiménez-Chafey, & Domenech Rodrí-guez, 2009 ). However, critics note cultural adaptation may compromise fidelity and thus efficacy of an intervention (Castro, Barrera, & Holleran Steiker, 2010) . Lau (2006) suggests that formative research should explore local risk or resilience processes associated with a clinical problem and that adaptation should occur if social validity of the intervention is likely to be poor, thus diminishing viability and acceptability. In addition to adaptations regarding cultural acceptability, interventions may also need to be adapted for provision by a range of providers and treatment settings.
The challenge of scaling up mental health services in LMICs also extends to questions of who should deliver care and where they should do this. Task-sharing has been a frequently proposed strategy to help overcome human resource shortages. Task-sharing describes the process of training and delegating tasks to less specialized workers, thus using human resources more efficiently and increasing health care coverage (Kakuma et al., 2011) . Evidence suggests that individuals with no prior mental health training can effectively deliver psychological treatments to adults, with relatively minimal training and continued supervision in primary-care and community settings (Padmanathan & De Silva, 2013; van Ginneken et al., 2013) . Proponents of integrating mental health care into primary care settings note the strong potential of this approach for improving access to mental health care, avoiding fragmentation of health services, reducing stigma, and providing patientcentered care (Patel, Belkin et al., 2013) .
Several key questions remain to be resolved for task-sharing research. The first regards how to balance aims of intervention fidelity and local adaptation. A second key question regards the appropriate balance of training providers in general clinical skills versus knowledge of specific intervention content. A final question is how to increase sustainability, for instance, using models that employ tiered structures with local supervisors and apprenticeship of counselors (Murray et al., 2011) and integration into existing health care structures. In order to guide future implementation of prevention and treatment interventions in global mental health, it is important to explore what models of adaptation, training, and supervision have successfully been delivered in LMIC contexts.
Aims
This systematic review examines familybased interventions that (a) include a youth mental health outcome and were (b) provided by nonspecialist providers (c) in LMICs. We describe development and adaptation processes, training and supervision, and findings related to feasibility and acceptability.
Method

Search Strategy
This systematic review conforms to the guidelines outlined by the PRISMA 2009 checklist. A research protocol was published on the International Prospective Register of Systematic Reviews website (registration number: CRD42017059896). A systematic search strategy was used to identify trials of family-based interventions addressing child and adolescent mental health delivered by a NSP in a LMIC. PsychInfo, PubMed, and Web of Science were searched with no time period limits using standardized search terms applied in a sequential, stepped approach (e.g., terms; see supplemental material). Additional studies were identified through reviewing references of key reviews (e.g., Barry et al., 2013) .
Inclusion and Exclusion Criteria
Eligibility criteria arranged by the patient/ problem/population, intervention, comparison, outcome (PICO) model are presented in Table  1 . Study type was limited to intervention, prevention, or promotion trials with a randomizedcontrolled design that (a) targeted family processes; (b) examined at least one child-level (ages 2-18 years) mental health outcome; and (c) was delivered by a NSP. A NSP was defined as an individual with no prior structured training in mental health or prior credentials as a mental health care provider (van Ginneken et al., 2013) . In line with a prior review (Barry et al., 2013) , child and adolescent mental health included indicators of positive and negative mental health and well-being indicators. Only peerreviewed studies in English were considered for inclusion. Purely self-help or support group interventions and studies exploring infant development (under age of 2 years) were excluded.
Data Extraction
A five-person review team was trained on inclusion and exclusion criteria. All members reached 85% reliability before independently reviewing studies. Titles and abstracts were screened independently by two team members to assess inclusion/exclusion. The lead author resolved all discrepancies. Full texts were then assessed for eligibility by the lead author and discussed by team members. Two team members extracted data independently using a prepiloted standardized form, and the lead author resolved discrepancies.
Results
Search Results
The initial search identified 9,180 records, with 4,811 remaining after duplicates were removed. After full review, 10 studies were selected for final inclusion (see Figure 1 ). 
Intervention Trial Characteristics
Three interventions were conducted in South Africa and one each in Kenya, Thailand, Liberia, Democratic Republic of Congo, China, and Burundi. Additionally, one intervention was conducted in both Pakistan and India; however, outcome and process data are aggregated and therefore considered as a single intervention. Interventions consisted of eight prevention programs and two treatment interventions. All prevention interventions were provided to families and children experiencing known risk factors for poor mental health, including high HIV prevalence Bell et al., 2008) , being part of a displaced or migrant population (Annan, Sim, Puffer, Salhi, & Betancourt, 2016) , or living in an ongoing or postconflict setting (O'Callaghan et al., 2014; Puffer et al., 2015) . Five prevention interventions were open to all community members, while three targeted a subset of the population considered to be at increased risk. Target children ranged in age from 2-18 years, with two interventions focusing on early childhood (Puffer et al., 2015; Rahman et al., 2016) . The majority of interventions (N ϭ 8) included participation of both a caregiver and a child in the program; two interventions only provided intervention content to caregiver(s) (Jordans, Tol, Ndayisaba, & Komproe, 2013; Puffer et al., 2015) . All interventions engaged both male and female caregivers except one, which specifically targeted HIV positive mothers (Eloff et al., 2014) . 
Intervention Development and Adaptation
To gather further information on intervention development and implementation, eight additional publications were reviewed that were cited in the main outcome articles; these publications provided more detail on six of the interventions (Li et al., 2011; Paruk, Petersen, & Bhana, 2009; Paruk, Petersen, Bhana, Bell, & McKay, 2005; I. Petersen et al., 2010; Petersen, Mason, Bhana, Bell, & Mckay, 2006; Puffer, Pian, Sikkema, Ogwang-Odhiambo, & Broverman, 2013; Sim, Annan, Puffer, Salhi, & Betancourt, 2014; Visser et al., 2012) .
Four interventions were developed specifically for the context in which they were provided (Eloff et al., 2014; Li, Liang, Ji, Wu, & Xiao, 2014; Puffer et al., 2015; Puffer et al., 2016) . The remaining seven were adaptations of interventions that had been delivered elsewhere; these underwent adaptation to increase cultural fit and/or for delivery by a NSP (see Table 2 ). Common adaptation approaches included: qualitative investigation of risk and resilience factors, pilot testing with mixed-methods evaluation of cultural acceptability and feasibility, and consultation with local community leaders or experts. Similarly, all of the locally developed interventions utilized formative qualitative work and consultation with local community members and experts to develop the intervention. All interventions were provided in the local language. Additional common approaches included the use of cultural examples, metaphors, and local games or activities. Deeperlevel adaptations included specifically targeting common stressors including poverty, displacement, or conflict; strengthening culturally grounded protective factors (e.g., social networks); and reducing culturally grounded risk factors (e.g., stigma or harsh discipline).
Intervention Content and Strategies
All interventions except one (Rahman et al., 2016) provided treatment in a group context and thus were provided in common spaces including churches, schools, hospitals or clinics, and common community spaces (see Table 3 ). The final, one-on-one, intervention was conducted either in families' homes or a clinic (Rahman et al., 2016) . None of the interventions were directly integrated into primary care services. On average, sessions were 90 min, and program duration spanned 2 weeks to 6 months. The average number of contact hours was 16.5 (range 6 -30.35). Intervention content targeted the following risk factors: poverty, harsh or inconsistent parenting, alcohol abuse, and stigma. Additional content targeted positive parent-child communication and support, positive parenting, HIV risk factors, life skills, and coping skills. All interventions included didactic presentations of skills or psychoeducation. Interventions also incorporated local games, dramatic presentations of information, group discussion, storytelling, in-session practice (e.g., positive communication with child), home practice of newly acquired skills, and feedback and praise to empower parents to change patterns of parentchild interaction.
NSP Training and Supervision
Provider characteristics. Reasons for using NSPs included trying to develop a sustainable intervention model (Annan et al., 2016; Bell et al., 2008; Bhana et al., 2014; Jordans et al., 2013; Li et al., 2014; Rahman et al., 2016) and provision by a NSP was less stigmatizing and therefore increased both access to the community and potentially increased efficacy (Bell et al., 2008; O'Callaghan et al., 2014) . Providers included community members, lay counselors including local NGO workers, and teachers (see Table 4 ). Two studies noted requiring the provider to have at least 12 years of education (Eloff et al., 2014; Rahman et al., 2016) , and two studies noted selecting both male and female providers and utilizing gender-matched providers for sensitive or difficult discussions (O'Callaghan et al., 2014; Puffer et al., 2016) . Limited documentation was provided on salary, with five interventions noting providers delivered the intervention as part of their occupation.
Provider training. All interventions included an initial phase of didactic training on intervention content and/or the intervention manual. Additional training strategies included role-playing, practice sessions, and provision of structured feedback. Researchers played a role in the training of providers in all of the interventions. Initial training duration ranged from 2 to 10 days. One study noted providers received a 3-week training on basic counseling skills in (Macksoud, 2000) .
Provided in local language.
Not noted.
( Fidelity checklist of all session components (self); occasional external observer (table continues) addition to training on the specific intervention protocol (Jordans et al., 2013) . Provider supervision. Supervision of providers varied widely in structure and intensity. Nine interventions reported providing weekly group supervision. In addition, two of these noted providing one-on-one supervision until providers reached a predetermined fidelity threshold (Eloff et al., 2014; Rahman et al., 2016) . Across interventions, group supervision primarily consisted of reviewing previous sessions, reviewing material for upcoming sessions, troubleshooting, and discussing ongoing intervention adaptations. Individual supervision consisted of providing direct feedback on provider competency or treatment fidelity.
Supervisors consisted of local professionals including NGO staff or United Kingdom or U.S. based professionals who provided on-site supervision as their role in the study team. One study noted using a tiered implementation structure consisting of United Kingdom based experts training and supervising local health professionals, who in turn trained and supervised lay providers. During the trial, United Kingdom based experts provided phone or online-based supervision to local health professionals (Rahman et al., 2016) .
Feasibility/Acceptability
Feasibility of utilizing NSPs was primarily measured by provider fidelity to the intervention content. High levels of treatment fidelity were noted in six interventions, and one noted concerns over low fidelity. Acceptability was assessed by treatment attendance, structured participant report, and structured and unstructured community report. Two studies noted difficulty with inconsistent or poor attendance (Eloff et al., 2014) , and four studies noted high rates of attendance (Annan et al., 2016; Bhana et al., 2014; O'Callaghan et al., 2014; Puffer et al., 2015) . The one study that noted providing a structured assessment of participant perception of the program reported high levels of participant satisfaction (Jordans et al., 2013) . Additional indicators of program acceptability included community interest in participating in the intervention and acceptance of program content by community leaders. 
Implementation Challenges
Authors reported challenges on the structural, organizational, and participant level. Structural challenges included public service strikes, electricity outages, and outbreaks of violence in vicinity of the project. Additionally, programs struggled to provide referrals for individuals with higher levels of symptom severity due to the broader health system lacking adequate services. Organizational challenges included obtaining private space for sessions, obtaining appropriate administrative permissions when integrating into hospital services, managing provider expectations on reimbursement, and finding appropriate time to provide the intervention. Participant-centered challenges included language and educational diversity of participants.
Discussion
The purpose of this review was to synthesize adaptation and implementation processes of family-based interventions for youth mental health in LMICs. This is a growing area of interest and research, as evidenced by the fact that the vast majority of studies in the review were published since 2013. The majority of interventions focused on the prevention of mental health disorders in at-risk populations, while two interventions targeted youth with an existing mental health problem.
Intervention Adaptation and Content
All of the interventions, both those adapted from other interventions and those developed for the specific context, incorporated evidencebased strategies previously evaluated in HICs. For instance, the majority of interventions included teaching behavioral parenting strategies.
The majority also included strategies associated with skills generalization, including insession and at home practice, which have been previously shown to increase efficacy (Hertzman & Wiens, 1996) . Overall, approaches described in the reviewed studies were quite similar to those used in HICs; a review of youth mental health prevention programs in HICs found that common approaches consisted of parent training, child social skills training, and universal cognitive-behavioral programs (Waddell, Hua, Garland, Peters, & McEwan, 2007) . In LMICs, however, parental training was more common, while CBT-related strategies were less common. This could be due to limiting our review to randomized controlled trials, as additional family-based CBT informed interventions have been evaluated using nonexperimental or quasi-experimental designs (de Souza et al., 2013; Murray et al., 2013; Ozdemir, 2008; Rajaraman et al., 2012) .
In making adaptations to existing strategies or interventions, formative research was very common. All of the interventions developed for a specific context utilized formative qualitative work, as did almost half of the adapted studies. Related to specific content adaptations, Bernal, Bonilla, and Bellido's (1995) framework for cultural adaptation of psychosocial interventions suggests adaptations across the following domains: language, persons, metaphors, content, concepts, goals, methods, and context. All adapted interventions addressed language, persons, content, and context. Only one intervention (Annan et al., 2016) appeared to address all domains. Intervention content and strategies did not appear to differ across developed verses adapted interventions.
Use of Nonspecialist Providers
Community acceptability and high program attendance reported by many of the included studies appear to support the hypothesis that utilizing NSPs can increase access and uptake of interventions in LMICs. Additionally, all of the programs that reported providing structured trainings and ongoing supervision reported high treatment fidelity. Models of training and supervision ranged from a brief training and minimal supervision to intensive training and oversight, which brings into question sustainability. Continual involvement of mental health professionals from HICs-or perhaps even involvement of highly trained professionals in LMICs-is likely not sustainable long-term and outside of the context of external funding. This aligns with the apprenticeship model, which suggests that involvement of highly trained professionals should be limited to initial training of providers and supervisors (Murray et al., 2011) . More sustainable methods of supervision may include models of peer supervision (Remley, Benshoff, & Mowbray, 1987) . Additionally, concerns over sustainability call for exploring the utility of digital health strategies that are filling human resource gaps in other global public health systems (Luxton, McCann, Bush, Mishkind, & Reger, 2011) .
Studies noted the need for providers to have not only knowledge of program content but interpersonal skills associated with effectively managing group dynamics and challenging interpersonal interactions. This raises the important question of training providers on specific protocols versus general skills. In all the prevention interventions, training primarily focused on content over clinical skill, which aligns with prevention approaches that have foundational didactic content and structured discussion and activities. The two treatment interventions focused on both content and clinical competency. Competencies-based models of training focus on training health care workers on basic clinical skills and specific therapeutic approaches (e.g., CBT; Kutcher, Chehil, Cash, & Millar, 2005) . This approach is more commonly used for training providers in the primary health care system. Utilization of both program fidelity and therapist competence measures will allow for testing of provider-specific characteristics associated with participant outcomes, as well as the impact of different training and supervision models on therapist skills.
Finally, the generally high acceptability and feasibility of family-based interventions delivered by NSPs supports expanding reliance on NSPs. However, the lack of reporting on costs associated with providing a psychosocial intervention limits the field's ability to make fully informed judgments concerning the feasibility and sustainability of interventions in lowresource contexts. Therefore, future studies should consider reporting intervention implementation costs. Additionally, expanding reliance on NSPs requires critically exploring the strength of structural supports for NSPs. Most NSPs in this review were associated with and supported by NGOs. In fact, the promise of building sustainable models may relate to the strength of NSPs' structural supports (e.g., primary health care setting, community-based organizations, religious congregations). Therefore, strategies are needed to strengthen this level of the system as well. One major strategy for increasing access to care is to integrate mental health care into primary care settings in LMICs. Initial evidence supports this approach as both efficacious and cost-effective (Lund, Tomlinson, & Patel, 2016) . This may be a good strategy for family-based interventions as well; however, it has yet to be fully explored. Although primary health care services tend to be individually focused, when children are the patients, parents are often present, making the health care environment a potentially promising point of first contact. This strategy of integrating family-based work into primary care may be especially relevant when (a) addressing concerns related to handling chronic health conditions of children or caregivers-challenges that often affect relationships and parenting; or (b) when children are presenting with unexplained physical injuries that may indicate problems with violence in the home.
Study Limitations
This systematic review has important limitations. The scope of the search excluded gray literature and only included studies published in English. Formative studies utilizing a qualitative or nonexperimental design were excluded from the main search, which could have informed conclusions on the heterogeneity of intervention content, development, and implementation.
Conclusion
This systematic review explored the growing field of family-based interventions provided by NSPs for youth mental health in LMICs. Results point to the acceptability of family-based interventions in diverse cultural contexts, which may be related to the use of local NSPs and integration of culturally grounded material. Usage of NSPs is quite consistently proving feasible, acceptable, and efficacious and is almost certainly a valuable component within approaches to scaling up mental health programs. A clear next step is to establish and evaluate sustainable models of training and supervision to further inform scalability.
